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SUICIDE PREVENTION IN MONTANA:
A 5-YEAR PLAN

Introduction

Suicide persistsasamajor public health problemin Montana.! There are many individualsand
organi zationsthat areworking to addressthisissue. Theseinclude: survivors, youth, law enforcement
officers, tribal members, mental health professionals, health care providers, community volunteers,
schools, not-for-profit agencies, spiritua leaders, clergy, Sate, local and federd government officials,
and many others.

Theindividualsand agenciesthat are currently addressing suicide often do so fromtheir own unique
perspective and to meet their own specia needs. To date, there hasbeen no statewide, strategic effort
tolink these many assetstogether and to build astronger network of resourcesto addresssuicide as
amagjor statewide public hedth priority.

Inthe Spring of 2000, the M ontana Department of Public Health and Human Servicesinvited agroup
of private organizations, concerned citizensand government official sto begin the development of a
satewideplanfor suicide prevention. With consultationfrominternationa expertsin suicide prevention,
the M ontana Sui cide Prevention Steering Committee began work that led to the devel opment of this
satewidestrategic plan. Thisdocument istheresult of theinitial planning effort and outlinesa5-year
strategic direction and an action plan for the next 12 months. The Steering Committeeintendsthat
eachyear it will review progressagainst the plan and establish strategic prioritiesfor the succeeding 12
months

Suicide — The Magnitude of the Problem
United States Ve ~N
Overdll, suiciderateshaveremained fairly stable over thelast Suidideisaseriousand complex
20years. However, increasesintherates of suicideamong certain issue. In 1998, sicidewasthe
age, gender, and ethnic groups have changed. Suiciderates | gn|agj ng causeof deathinthe
among adolescentsand youthin someareasof thenationhave | jnited States accounti ng for
increased dramatically. At the other end of the age spectrum, nearly 31,000 deaths? This
suicideratesremainthehighest anongwhitemaesovertheade | umberis50% hi gher than the
of 65. Differencesarea so occurringin someracia groupswith number of homicidesduring that
the rates of suicide among young African American males sameyear 2

showing significantincreases. _ )

Approximately 500,000 people ayear inthe United States require emergency room treatment asa
result of asuicide attempt.® Suicide hasadevastating and, oftenlasting, impact on thosethat havelost
aloved oneasaresult of suicide. WhilesuicideratesintheU.S. placeit near themeanfor industriaized
nations, therateswithinthe U.S. arehighly variable by region and state.* Theintermountain western
states have the highest rates of suicide asaregion and Montanaranks persistently near thetop of the
ratechart annually.
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Montana

Unfortunately, M ontana ssuiciderates areamong the highest in the nation. For the past fifteen years
we havenot fallen out of thetop threerankings. Often weare number two ontheyearly charts second
only to Nevada. Thisisnot anew trend. It dates back to the earliest recorded data.concerning suicide

intheU.S.* However, what isnoticeablefrom Figure 1 isthat therate continuesto creep upward over
time
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Gender
Montanais consistent with therest of the U.S. in that suicide deathsvary by gender with malesat
greater risk than females. Figure 1 documentsthedifferencesinrisk of suicide by gender.

Race

Suicidein Montanaal so varies, to some degree, by race. The small population of American Indian
residentsin Montanaresult in highly variableratesby year. A smal increasein the actual numbersof
deaths can have, what appearsto be, a catastrophic impact on theratefor that year. Inredlity, the
differenceinratesbetween American Indiansand Caucasiansin Montanaisminima when considered

over time. Unfortunately, both ratesare much too high. Figure 2 documentsthe similaritiesin ratesby
race.

TThe term American Indian is used throughout this document with the greatest respect for the indigenous people
of Montana. We acknowledge that some nations, bands, tribes, clans and individuals prefer other nomenclature
including Native Americans, First Nations and indigenous people. The term American Indian was sel ected based
upon the majority input received by Native representatives on the steering committee and is used exclusively
throughout the document to provide continuity.
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WhileFigure2 doesnot break down the American Indian population into the various subdivis ons of
nations, tribes, bandsand clans, for any giventime period thereisahigh degree of variability among
theseclassfications, just asthereissimilar variability among the Caucasian popul ation when Stratified
by counties, citiesand towns. What isclear from Figure 2 isthat it isimportant to track the rates of
suicide over timesinceany oneyear period may demonstrate marked deviation from the mean.

Age

Suicideratesin Montanavary widely by age. When all agesare combined, suicide hasranked asthe
7" or 8" leading cause of deathsfor Montanansfor morethan two decades. However, when those
rankingsare broken down further by age group therisk of suicidevariesconsiderably. In Table 1 the
magnitude of thethreat from suicide for adol escents and young adults, aswell as older Montanans

becomesreadily apparent. What istruly disturbingisthat, for Montana'schildren and teens, suicideis
among theleading causes of death.

L ethal Means

A number of meansare used inthe act of suicidein Montana. Of these, firearmsand hanging arethe
maost common. Other letha meansinclude: carbon monoxide, overdose, motor vehiclecrashes, jumping
from heights, etc. Figure 3 verifiesthe preponderance of firearmsand hanging in Montanasuicides.

When all agesare combined, suicide hasranked asthe 7" or 8" leading cause of deathsfor
Montanansfor morethan two decades. What istruly disturbingisthat, for Montana's
children and teens, suicideisamong theleading causes of desth.
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Opportunitiesfor Prevention Activities

Thevariationsin suicide rates by age groupsand gender provide awide array of opportunitiesfor
prevention and intervention activities. Prevention strategies can cover awidevariety of target groups
(e.g., population at large, those who have ever thought of suicide asan option, those who have made
previousatemptsat suicide, and thoseinimmediate cris swho arecontemplating suicide). Such activities
can also range from abroad focus such as addressing risk and protective factorsto amore narrow
focus such as preventing imminent self-harm or death. Although the data on effectivenessof various
programsand interventionsislimited, certain strategies are beginning to emerge asmore effectivethan
others® What isclear isthat asingularly focused intervention strategy such asacrisislineor gatekeeper
training programwill not havealastingimpact inisolation. Each program needsto betightly integrated
and interlinked with other strategiesto reach the broadest possible range of personsat risk.

Figure3

Protective Factors

Someindividua sand communitiesare moreresstant to suicidethan others. Littleisknown about
these protectivefactors. However they might include genetic and neurobiol ogical makeup, attitudina
and behavioral characteristics, and environmental attributes. According to the Surgeon Generd’s
Call to Action to Prevent Suicide,® protectivefactorsinclude:

e Effectiveand appropriateclinical carefor mental, physical and substance abuse
disorders.

Easy accessto avariety of clinical interventionsand support for help seeking.
Restricted accessto highly lethal methodsof suicide.

Family and community support.

Support from ongoing medica and mental hedth carere ationships.

L earned sKillsin problem solving, conflict resolution, and nonviolent handling of
disputes.
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e Cultura andreligiousbdliefsthat discourage suicide and support salf-preservation
ingtincts, including American Indianspractice of non-separation of culture, spirituality,
and/or religion

Aswith prevention and intervention activities, when programsto enhance protectivefactorsare
introduced, they must build onindividual and community assets. They must also beculturaly
appropriate. Asan example, protectivefactorsenhancement, in any oneof Montana’'sAmerican

I ndian communitiesmust capitalize on the native customsand spiritua beliefsof that nation, tribeor
band.

The Vision

The Montana State Strategi ¢ Suicide Prevention Steering Committeeishopeful thisplanwill makea

maor differenceinthelivesof Montanans. Theplanisbuilt onthe strong belief that individualsand

groupsthat addressthe physical, psychological, emotional, and spiritual needsof individualsand
communitiesin Montanamust work together to effectively addressthe suicide epidemic. With thisin
mind, the Steering Committee devel oped thefollowing vision statement:

( )
Montanans value human life. We encourage our citizens and organizations to
deal openly, collaboratively and with sensitivity towardsall culturesto minimize
suicide as a choice. We are working to create a state where no person will be
alone — where everyone will have access to qualified resources for help when
they need it.

. J

The Mission

Suicideisavery complex issue. Therearemany factorsthat predisposeanindividua tosuicide.

Likewise, therearemany potential pointsof intervention. However, themisson of the Strategic

Suicide Prevention Steering Committeeand of thisplanisvery straightforward.

Concurrent with the full and ongoing implementation of this plan, therewill bea
sustained reduction in the incidence, prevalence and rate of suicide and non-
lethal suicidal behavior in Montana.

Goals
To accomplish our mission and movetoward therealization of our vision, therearesevera key goas
whichmust beaccomplishedincluding:

1. Increasing public awareness and concern around the issue of suicide as a leading
cause of death and significant public health problemin Montana.

2. Dedicating sufficient personnel and fiscal resources to address the issue of suicide
prevention activities in a structured and long-term fashion.

3. Linking and expanding data collection systems in Montana to provide for better
tracking of suicide, non-lethal suicidal behavior and their consegquences.
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The Environment for Suicide Prevention in Montana

The State Strategi ¢ Suicide Prevention Steering Committee hasidentified factorsthat could impact the
implementation of thisplan. Thesefactorsinclude: assetsthat could have apositive and supportive
impact on theimplementation of the plan; barriersand challengesto carrying out the plan; and findly,
near term opportunitiesthat could beleveraged to aid in the successful implementation of the plan.

Assets
A Senseof Community
*  Many communitiesareaddress ng the suicide problem asacommunity, rather than an
individual problem. Thesecommunitiesarelargeand small, Caucasianand American
Indian and are scattered acrossthe vast geographi c expanses of the state.
* Many citizensarewillingtogetinvolved.
*  Many community leadersare supportive and committed to theissue.

Montana' s Small Population
*  Our smal population providesan opportunity for greater connection and networking.
* Thesuicideprevention plan canimpact thewhole state.

Existing Infrastructure and Resources
* Thereareestablishedinjury prevention coalitionsin

many communities. Including intentional injurieslike

suicidewithinthescopeof thesecodlitionsoffersasound | There are many services and
basisfor community participation and involvement. programsin placethat could be
«  Moddsof multi-disciplinary problemidentificationand | €nhanced to better addressthe
evaluation teamsalready exist at both community and | Needsof thoseat risk for suicide.

state levels, i.e., the Montana Fetdl, Infant, Child \_

N

J

Mortality Review Committee, the Montana State
TraumaCare Committee, etc.

» TheSuicide Prevention Research Center at the University of Nevada's School of
Medicine, recently funded by the Centersfor Disease Control and Prevention, is
prepared to provide suicide prevention research support to Montana

The Suicide Prevention Steering Committee Members, Individualy and Collectively
» Canandwill advocatefor thefull implementation of the suicide prevention plan.
*  Will serveasaninformation resourceto their communities.
» Serveasanetwork to provide support and resourceinformation to each other.

Bariers

Infrastructure and Resources
» Thereisalack of dedicated funding for theimplementation of aplan.
*  Anurgent need existsfor more professionalsand volunteerswho are better trained in
issuesof suicide.
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Thereisareluctanceto reall ocate existing resourcesto suicide prevention efforts.
Restricted funds from federal or state agencies cannot be reallocated for suicide
prevention activities.

Suicide prevention competeswith other public healthissuesfor limited resources.
Some community organizationshavelimited funding for suicide prevention and yet
they don't have sufficient, full-time, trained staff dedicated totheissue. Therefore, it
becomes one of several priorities for already overburdened human service
professondls.

Attitudes

To datethere hasbeen alack of community awarenessand acceptance of the problem.
Thedebate continuesin somegroupsabout whether suicideisanindividua or community
problem. Itis, for some, easier totacklethe”individua” problem (acutecareor after
thefact intervention) and moredifficult to take on the* community problem” (primary
prevention and encouraging protectivefactors).

Thereisalack of cultural awarenessand sengitivity by suicide prevention staff andin
prevention materialsand programs.

In many communitiesthereisinsufficient expertiseand capacity and often they must
rely on expertisefrom outside of thelocal community toguideplansand activities. This
lack of local capacity may resultinthe purchase of commercia productsand programs
that arewithout proven efficacy.

Theactua number of suicideswithinagiven communityis [~ )
low; thereforethe problemiseasy toignoreor dismiss. A socid stigmaisattached
Sustaininginterest in suicide prevention activitiesisdifficult tosuicidethat promotes
after acrisissituation (acompleted suicide) fadesintothe silence, gpathy and
distant past. disnterestintheissue.
Changesinleadership often meanschangesin publichedth )

agendasand priorities.

Montana sUnique Characterigtics

Much of M ontanaepitomizesgeographical isolation, accentuated by the harshwinter
climate

Thereisaningrained socid culturethat hasaccepted suicideasapart of lifein Montana
sincethearrival of theearliest white settlers.

Montana srate of suicide has proven resistant to change from previous prevention
efforts.

Thereisalack of availability and accessto mental health servicesinmany aressinthe
state.

Thereisaprevaent and proud “western” culture and attitude among the Caucasian
majority in Montana- ‘ we can take care of ourselves.’

In some homesthereisaccessto firearmsthat are not properly stored.
Thereisalack of transportation servicesfor some peoplethat inhibitstheir ability to
seek or receive help.

10



SUICIDE PREVENTION IN MONTANA: A 5-Year Plan

»  Thereisalack of communicationinfrasiructure (phones, cellular service, Internet access)
insome areas, including American Indian reservations,

\

frontier and rural aress. Some studies suggest there
* Montanarankshighin alcohol and substanceabusewhen | isacorrelation betweenthe
compared to other statesintheU.S. ratesof acohol consumption

and suicide.”8®

Health Communication

» Itiscurrently difficult to retrieve dataand to articul ate and obtain support for the
“intangible’” benefitsof suicide prevention. Because of thiswehave, inthe past, tended
to abandon primary prevention effortsin favor of crisismanagement and after thefact
intervention (postvention).

»  Suicidology isoftenladenwithjargon andterminology that isforeign and intimidating
to organizations and peopl e not directly connected to the suicide preventionfield.

» Thereisalack of communication among loca and stateresources, prevention services
and hedth professionals.

Near Term Opportunities

» Thecompletion of thisplan coincideswith both an election year and alegidative
session. These events provide an opportunity to raise awareness and encourage
Montana's el ected officia sto be supportive of suicide prevention efforts.

* The Surgeon General’s Call to Action to Prevent Suicide report has created new
opportunitiesfor the state and communitiesto apply for federal funding for suicide
prevention activities.

* Theyouth suiciderateisaperformance measurefor the Montana Department of
Public Health and Human Services. Therefore, increased priority will be placed on
activitiesthat support achieving thismeasure.

» Thefederal government’s Healthy People 2010 goalsinclude agoal of reducing
disparitiesinall health-rel ated i ssuesto zero and includes suicide specific goal sthat
serve asabasisfor supporting action at the state level.

5-Year Strategic Directions and Current Year Priorities

The Steering Committeeidentified morethan 30 strategic directionsto consider over thenext 5 years.
Thesewere prioritized to determine those to be addressed by collective, statewide action over the
initial year of the plan’simplementation. Specific action plansfor thesethreearefoundin detail below.
Theremaining strategic directionsare also listed for both reference during future planning and to
encourageinterested organi zationsand individua sto take action onthemintheinterim.

Current Year Priorities
Priority 1
Establish a central resource for accessing technical assistance, training, ‘ best practices
information, and updated listings of community resources. Thisresource should make use of
modern communicationstechnology (e.g., websites, teleconferences) to provide accessto
avallableinformation.
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Definition: Thecentra resource coll ectsknowledge about existing resources and servicesand
how to accessthem. Itisnot aservice delivery (e.g., crisisintervention) program. The
resourcewould serveasagateway toquaity materids,
information, resources and training opportunities

Thecentral resource collects provided by other organizationsand programs. An
knowledge about existing important component of the resource will be a
resources and services and how computerized M ontanacommunity resourceligt, which
to accessthem. will beupdated onatimely basis. Another component

would provide access to a central data repository
(potentidly located a the DPHHS) that would combineal Montanaspecific statistical dataon
suicide Ultimatdly, accessto theinformation availablethrough theresourcewill requireongoing
promotion to stakeholdersand the public.

1-Year Action Steps

»  Exploreopportunitiesandidentify sourcesof funding for thistype of resource.

» Conveneasubcommitteeof statistical datastakeholders.

* ldentify and approach existing resource centersinthestateto act asan interimvehicle
for holdingtheinitial information collected.

» Engage CDC'sSuicide Prevention Research Center in adia ogue about what isneeded
for Montanaasidentifiedinthisplan.

o Establish aneedsassessment subcommittee. The subcommitteewould be charged
with establishing amechanism and processfor gathering, storing and updating dataon
suicide prevention resourcesthroughout the state. Subcomponentsof thisinclude:

1. Deveopthecapacity and processfor collectinginformation concerning suicidein
Montana. A casestatement should bedevel opedthat clearly articulatesthebenefits
of individua, group and community participationin providing information.

2. Asapart of theinformation collection process, promote throughout the state, the
use of astandardized reporting form.

3. ldentify asourcefor collecting and analyzing theinformation gathered in order to
identify gapsand needsin suicide prevention dataand activities.

Expected Outcomes
Identify committed peopleand organizetionsthat arewilling to givetimeand/or other resources
to support theoneyear actionsin thispriority item. Commitment for thefollowing areaswill be
Secured.

* Anorganizer/convener of committee.

» Potentid funding agencies.

e Identify and confer committee participants.

» Development of acatalog of community resources.

»  Thedevelopment of arepository of suicideinformation and data.

* A catalog of Montanastakehol dersin suicide prevention from each county.

12
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» A form, process and protocol for gathering information on community
resourcesin order to develop the community resource catal og.

»  Achieveconsensuson common definitionsand approachesfor collecting data.

» Developaninterimreport that combinesthe current Statistical dataon suicide
inMontana

» If possible, assembletheinformation from state agencieson programsand
servicesthat relateto suicide prevention.

Resources Required/Respongibilities
*  Organizationswilling to convene committees'working groups.
* Individuaswho volunteer to participate on committees/working groups.

Priority 2
Providefor astatewidecrisishotline accessibleto every Montanacitizen by telephone.

Definition: The suicide hotlinewill beaccessibleto everyoneinthe state of Montana. 1t will
providedirect counseling and referral servicesto persons

at risk for suicide, survivors, and people who know
peoplewho areat risk. It doesnot provideinformation
and technical resources(seePriority 1). Thesuicide
hotline should be developed as an expansion of an
exigting serviceand not be crested asanew, independent
sarvice. A quality hotline must meet strict standardsin
itsmanagement, operations, staffing, quality assuranceand evauation

such asthe suicide hotline certification criteriaof the American Association of Suicidology.®

Thesuicide hotlinewill be
accessibleto everyoneinthe
state of Montana.

1-Year Action Steps
* ldentify existing stateand regiond servicesthat are, or could, provideasuicidehotline
service.
» Convenetheaboveexisting servicesto explore and discuss how best to approach the
need for asuicidehotlinein Montana.
* ldentify the hotline standards and specifications (training requirements, certification,
quality assurance methods, marketing, etc.) for the service and resource requirements.

Expected Outcomes
*  Amedtingwiththerepresentativeof existing stateand regiond serviceswill beconvened.
» Thegpecificationsand resource requirementsfor asuicide prevention hotlinewill be
established.

ResourcesRequired/ Respongbilities
»  Organization(s) to conveneaworking group of existing stateand regiona servicesand
asubcommitteeto develop fina specificationsand resource requirements.

13
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Priority 3
Devel op agrassroots network/system for deliveringinformation to large numbersof citizens
and encouraging their involvement in specific actionsthat promote suicide prevention.

Definition: An established plan and methodology for - ~
obtaining grassroots (local citizens) support for suicide
prevention activities and information delivery. The
grassroots network reaches large groups of people,
fosters two-way communication (communitiesto state communication, providesfor
level and state level to communities), provides for delivery of suicideprevention
delivery of suicide prevention information, gathers information, gatherspertinent
pertinent community information and establishes, community informationand
maintains and grows community support for suicide establishes, maintainsand
prevention. Whilegrassroots development isessentid, growscommunity support for

it should not occur (except as noted below) until the sicideprevention.
infrastructureaction stepsfrom PrioritiesOneand Two J
have been accomplished.

Thegrassroots network
reacheslarge groupsof
people, fosters two-way

1-Year Action Steps

Plan aconferencefor early inyear 2 of the planto train interested people on how to discuss
and advocate for suicide prevention effortsin their own communities. Participantsof the
conferencewould represent diverse stakehol ders (heal th care professionals, membersof the
Suicide Prevention Advocacy Network (SPAN), other survivors, community leaders, etc.).

Take asystematic approach to reach established organizationsthat have complementary
interests, (hedth, voluntary organizations, community devel opment, etc.) to get suicideprevention
messages and education about theissue on meeting agendas.

Expected Outcomes
*  Awritten plan and identified datesfor asuicide prevention conference.

ResourcesRequired/ Respongbilities
* Anorganization to convene agroup of peopleto organize and develop asuicide
prevention conference.

Additional 5-Year Strategic Directions

* Raisetheawarenessof school |eaderson existing state protocol sfor handling tragic
deathsand train them on their useand how to access supporting services.

»  Assure education and open discussion of general issues associated with death and
dying.

* Broadentheinvolvement of peopleand organizationsthroughout the statewho are
potentia stakehol derg/intervenersin suicide prevention (e.g., triba eldersand spiritua
leaders, clergy, bus nesscommunities, bartenders, hairstylists, homevigtation programs,
AARP).

14
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Engagetheederly, tribal elders, spiritua leaders, parents, clergy,
and mentorsas peersfor each other, as‘ senior’ mentorsfor
youth, and aspublic advocatesfor suicide prevention efforts.

* Providerapidresponseinterventions(e.g., crisisintervention teams) to assist people
incommunitieswhereasuicide hasoccurred.

» Informthemediaand otherswho convey publicinformation onexisting ‘ guidelines
for reporting suicideswith sensitivity rather than sensationaism.

»  Provideeducation and servicesthrough school settings.

* Promote awarenessof theissue and suicide prevention among legislatorsand other
eected officids.

* Proclaim a Suicide Prevention Week to rai se awareness of the issue and provide
updated information on services.

* Improveaccessto, and capacity of, mental health services.

* Integrate effortsamong other programs, agenciesand prevention plansin the state.

» Deveopapolicy agendafor useat both the stateand local levels.

* Market and promote awareness of suicide asa public health problem and suicide
prevention among Montana scitizens.

*  Promotethedevelopment of community suicide prevention action plans.

*  Assuremulti-disciplinary coordination and collaboration for suicide prevention.

* Informprovidersinthestate on current liability and confidentiality lawsand issues
related to suicide prevention.

* Createaformal survivor network.

* Improvedatacollection systems, including eval uation and reporting services.

» Devdoptargetedinterventionsfor populationswith devated risksand/or specific needs
(e.g., for American Indians).

* Promote accessto parenting classesthat emphasize building self-esteem from the
earliest ages.

» Conduct a‘socia norm’ change campaign (perhapsin conjunctionwith other social
marketing campaignscurrently underway). Thiscampaign would emphasizethefact
that most peoplein Montanadon't consider suicide

an option, even under the most dire of life's [~ h
circumstances. | dentify and engageexisting

e Establish community ‘standards’ for suicide programs/organizetions
prevention efforts. community leadersthat

» Train mental health and other professionalson reach suicidevulnerable
suicideprevention. populations(e.g., church

» Engage peoplein community servicerelated to groups, county operating
suicideprevention efforts. plansfor welfare).

+  Promotefirearm safestorage. ~ s

15
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Assuring Support for the Plan

The Montana State Strategic Suicide Prevention Plan was presented at the Montana Public
Health Association (MPHA) meeting in Great Fallson September 13, 2000.

In addition, the Steering Committee memberswere encouraged to have their organizations
and congtituentsreview and comment on the plan after it was posted on theweb site

(http:/Avww.montanasuicide.org).

After thefina review and approva of the plan by the Steering Committee, the suicide prevention
plan wasreviewed and approved by the Montana Department of Public Health and Human

Services.

Progress Review and Plan Updates

The Steering Committee will conduct aquarterly plan review and progress update on the

plan’syear oneactionitems.

Ongoing Activities

Thereader isinvited tovigt hitp:/Aww.montanasuicide.org toreview ongoing activities, identity
resourcesand explorelinksto prominent stateand netional organi zationsdedicated to addressing

themany facesof suicide prevention.
For More Information please contact:

Pat Brown, APRN, Nurse Consultant
Adolescent & School Health Coordinator
Family Community Health Bureau, DPHHS
406-444-4233

pbrown@state.mt.us

ThomasB. Danenhower
Injury Prevention Coordinator
EMSIP Section/DPHHS
POB 202951

Helena, MT 59620-2951
406-444-4126 (voice)
406-444-1814 (fax)
tdanenhower@state. mt.us
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